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REP-1 v.1 1 

ATTACHMENT 1 

PR001 REPRESENTATIVE CLAIMANT SWORN STATEMENT:  DECEASED CLAIMANT 

A Representative Claimant who has not been appointed by law as the representative of a Deceased Claimant may complete 

and submit this Sworn Statement to establish his or her authority to act on behalf of a Deceased Claimant and the Deceased 
Claimant’s estate, heirs and beneficiaries in connection with the ACTOS Resolution Program. 

A. DECEASED ACTOS CLAIMANT INFORMATION 

Name 

First Name  Middle 

Initial 

 

Last Name 

 

ACTOS Registration ID |      |      |      |      |      | 

ACTOS Claimant’s Social 

Security Number |      |      |      | - |      |      | - |      |      |      |      | Date of Death 

 

_____/_____/______ 
(Month/Day/Year) 

ACTOS Claimant’s Residence 

Address at Time of Death 

Street 

City State 

 

Zip Code 

B. REPRESENTATIVE CLAIMANT INFORMATION 

Name 
First Name  Middle 

Initial 

Last Name 

 

Representative Claimant’s Social 

Security Number |      |      |      | - |      |      | - |      |      |      |      | 

Representative 

Claimant’s Address 

Street 

City State Zip Code 

Relationship to Deceased Claimant  

Basis of Authority to Act for Deceased Claimant 
 

 

C. HEIRS AND BENEFICIARIES OF DECEASED CLAIMANT 

(attach additional sheets for this Section if needed) 

 NAME INFORMATION 

1.  

 

Address  

Relationship to Deceased Claimant  

Notified of 

Settlement? 
  Yes.  How Notified:  __________________________________ 

  No.  Why Not:  _______________________________________ 

2.  

 
Address  

Relationship to Deceased Claimant  

Notified of 

Settlement? 
  Yes.  How Notified:  __________________________________ 

  No.  Why Not:  _______________________________________ 
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REP-1 v.1 2 

ATTACHMENT 1 

 NAME INFORMATION 

3.  

 

Address  

Relationship to Deceased Claimant  

Notified of 

Settlement? 
  Yes.  How Notified:  __________________________________ 

  No.   Why Not:  ______________________________________ 

4.  

 

Address  

Relationship to Deceased Claimant  

Notified of 

Settlement? 
  Yes.  How Notified:  __________________________________ 

  No.   Why Not:  ______________________________________ 

5.  

 

Address  

Relationship to Deceased Claimant  

Notified of 

Settlement? 
  Yes.  How Notified:  __________________________________ 

  No.   Why Not:  ______________________________________ 

D. CERTIFICATION 

By signing this Sworn Statement, I certify and declare under penalty of perjury pursuant to 28 U.S.C. Section 1746 that:  

(a) I have authority to sign any forms or other documents required in connection with the submission and review of any claim 

under the ACTOS Resolution Program on behalf of the Deceased Claimant identified in Section A and the estate of such 

claimant (if applicable), and to receive any payment issued on the claim of the Deceased Claimant in that Program, subject 
to state law provisions regarding distribution [see subparagraph (c)], if applicable; 

(b) The information I have provided in this Sworn Statement is true and correct; 

(c) I will comply with any and all provisions of state estate law and all other state law applicable to the Deceased Claimant’s 

claim regarding the compromise and distribution of the proceeds of the settlement of a survival or wrongful death claim to 
the appropriate heirs or other beneficiaries and any other parties with any right to receive any portion of any payments; 

(d) Every person who has a legal right potentially to share in the proceeds of any settlement payment on the claim of the 

Deceased Claimant has been notified of the settlement; the method of notification, or the reason why such person cannot 

be notified, is listed above; and none of these persons objects to my appointment as Representative Claimant and signing 
a Release in the Program to release all claims of the Deceased Claimant’s estate, heirs, and beneficiaries; 

(e) I will indemnify and hold harmless Takeda, Eli Lilly, and any other Defendants and their attorneys and insurers, the Claims 

Administrator, the Special Master(s), the Plaintiffs’ Settlement Review Committee, and the agents and representatives of 

any of the foregoing, from any and all claims, demands, or expenses of any kind arising out of the compromise and 
distribution of the proceeds of the settlement of such a survival or wrongful death claim. 

I understand that the Claims Administrator will rely on this Certification and that false statements or claims made in connection 

with this Sworn Statement may result in fines, imprisonment, and/or any other remedy available by law to the federal 

government. 

E. SIGNATURE BY REPRESENTATIVE CLAIMANT 

Signature  Date 

 

_____/_____/______ 
(Month/Day/Year) 
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REP-2 v.1 ATTACHMENT 2  

PR002 REPRESENTATIVE CLAIMANT SWORN STATEMENT:  INCAPACITATED CLAIMANT 

A Representative Claimant who has not been appointed by law as the guardian or to any other position as the representative of an 

Incapacitated Claimant and who has no valid Power of Attorney signed by the Incapacitated Claimant authorizing the Representative 

Claimant to act for the Incapacitated Claimant may complete and submit this Sworn Statement to establish his or her authority to 

act on behalf of the Incapacitated Claimant in connection with the ACTOS Resolution Program. 

A. INCAPACITATED ACTOS CLAIMANT INFORMATION 

ACTOS Claimant’s Name 
First Name  Middle Initial 

 

Last Name 

 

ACTOS Registration ID |      |      |      |      |      | 

ACTOS Claimant’s 

Social Security Number 
|      |      |      | - |      |      | - |      |      |      |      | 

ACTOS Claimant’s 

Residence When Opt In 

Package First Submitted 

Street 

City State 

 

Zip Code 

Why Incapacitated  

B. REPRESENTATIVE CLAIMANT INFORMATION 

Representative 

Claimant’s Name 

First Name  Middle Initial Last Name 

 

Representative Claimant’s Social Security Number |      |      |      | - |      |      | - |      |      |      |      | 

Representative 

Claimant’s Address 

Street 

City State Zip Code 

Relationship to Claimant    Parent     Spouse     Child     Other (specify):_______________________ 

Basis of Authority to Act for Incapacitated  Claimant  

C. CERTIFICATION 

By signing this Sworn Statement, I certify and declare under penalty of perjury pursuant to 28 U.S.C. Section 1746 that:  

(a) The ACTOS Claimant identified in Section A is incapacitated for the reason stated in Section A and, as a result, is legally 

incompetent under applicable State law to act on his or her own behalf; 

(b) I have authority to sign any forms or other documents required in connection with the submission and review of any claim under 

the ACTOS Resolution Program on behalf of the Incapacitated Claimant identified in Section A and the estate of such claimant 

(if applicable) and to receive any payment issued on the claim of the Incapacitated Claimant in that Program, subject to State 

law provisions regarding distribution [see subparagraph (d)], if applicable; 

(c) The information I have provided in this Sworn Statement is true and correct; 

(d) I will comply with any and all provisions of the state law applicable to the claim regarding the compromise and distribution 

of the proceeds of the settlement of a claim by an Incapacitated Claimant; and 

(e) I will indemnify and hold harmless Takeda, Eli Lilly, and any other Defendants and their attorneys and insurers, the Claims 

Administrator, the Special Master(s), the Plaintiffs’ Settlement Review Committee, and the agents and representatives of any 

of the foregoing, from any and all claims, demands, or expenses of any kind arising out of the compromise and distribution 

of the proceeds of the settlement of such a claim. 

I understand that the Claims Administrator will rely on this Certification and that false statements or claims made in connection with 

this Sworn Statement may result in fines, imprisonment, and/or any other remedy available by law to the federal government. 

D. SIGNATURE BY REPRESENTATIVE CLAIMANT 

Signature  Date 

 

_____/_____/______ 
(Month/Day/Year) 
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